ovember 19359 UNIVERSITY 


DEC 11959 
ratment of the Root Canal of 


Infected Tooth In One | q 
\ppointment: A Report of : 
imple Boxing Technique for . 
Alginate Impressions .......495 
ed Bridges Assembled in the. - 
louth—Part Three .......:496 
proved Esthetics and Im- 
roved Function ...........499 
Occlusal Splint As A Diag- 
ostic Aid In Temporoman- 
ibular Joint Syndrome Eval- 
sical Treatment of Perio- 
ontal Pockets ............506 
tical Height of the Body of 
ie Mandible and the Occlu- 
al Level of the Teeth in the 
Presence of Cleft and Non- 
left Palates ..............508 
Editor’s 
and Laboratory Sugges- 
ons . 
icine and the Biologic Sci- 
...............520 
(A Complete Table of Contents 
Appears on page 489) 
Cover Ilustration—F erranti 
article, page 490 


IN THIS ISSUE 


the 
s of ee ‘ 
ou 


DIG: 
Ra 
pre 
ME 


sneer 


JLIUM YO—LYVHI GIOW IVAINN MAIN IHL YI1VIG IVSHYIAINN YNOA 


Ajjoriuoszaja padojaaap Ajjoizads ul 


pasy*** Buosys pup ssajpioa ‘asuap s! 


jo aBuns ajajdwio> ysow ay} 


Aq Ajjonba si * uolssajosg ayy Aq 


paworjam 


Jo Aynvag ayisinbxa ayy 


NV NIV1394Od 


the 


x 


IGIND YO1OD IWIG-1VNG FHL HLIM AdID3dS 


: 
(N 
ric; 
anc 
: 


4 
4 
4 
4 
> 
E 
4 
=) 
r 
re 
-4 
~ 
=) 
va) 
> 
= 
] 
° 
> 
4 
a 


Registered in U.S. Patent Office 


About Our 
CONTRIBUTORS 


FerRANTI, C.D. (School of Den- 
tistry of Ribeirao Preto, 1928), (post- 
graduate study, University of Illinois, Col- 
lege of Dentistry, 1951) is a general prac- 
titioner. Doctor Ferranti last published in 
DIGEST in cooperation with Doctor Jaime 
Radesca, in November 1955. This month he 
presents TREATMENT OF THE Root CANAL 
OF AN INFECTED TOOTH IN ONE APPOINT- 
MENT: A REporT OF 340 CAsEs. 


FRANK Popper, L.D.S., R.C.S. (Guys Hos- 
pital Dental School, London, 1926), M.S.D. 
(Northwestern University Dental School, 
1939) is Past President of the Southern 
Transvaal Branch of the Dental Association 
of South Africa, and also of the Odontologi- 
cal Society of Johannesburg. He is a mem- 
ber of the Dental Association of South Af- 
rica and of the British Dental Association 
and has published fifteen articles on phases 
of operative dentistry. In this issue he pre- 
sents an illustrated technique, A SIMPLE 
BoxInc TECHNIQUE FOR ALGINATE IMPRES- 
SIONS. 


Coy: B. Tuomas, D.D.S. (St. Louis Uni- 
versity, School of Dentistry, 1929) presents 
the third installment of his four-part article, 
Fixep BeipcE ASSEMBLED IN THE Moutu. 


Epwarp L. Koztow, D.D.S. (University of 
Detroit, School of Dentistry, 1953) empha- 
sizes prosthetics and periodontia in his prac- 
tice. Doctor Kozlow has a previous publica- 
tion to his credit and presented numerous 
clinics in crown and bridge techniques un- 
der the auspices of the Detroit Clinic Club. 
For his first appearance in picEesT he pre- 


sents ImpROVED ESTHETICS AND IMPROVED 
FUNCTION. 


ALLEN Frep Gexpserc, B.S. (University of 
Illinois, 1956), D.D.S. (University of Illi- 
hois. 1958) and SunpeR J. Vazirant, D.D.S. 
(University of Bombay, 1952) collaborate 
on an article. THE OccLUSAL SPLINT AS A 
Diacnostic Am IN TEMPOROMANDIBULAR 
Join: SYNDROME EVALUATION. 


Joun Rusu B.S.D., D.D.S. (North. 


Western University Dental School, 1939) is 
engaged in the practice of general dentistry. 
Doctor Abbott publishes in picest for the 
first time this month. His title is SURGICAL 
TREAv MENT OF PERIODONTAL POCKETS. 


NOVE™:BER 1959 


NOVEMBER 1939 


Treatment of the Root Canal of An Infected Tooth In One Appointment: 
A Report of 340 Cases 


Palmyro Ferranti, C.D. 490 
Geographic Tongue (An Abstract) idatecisnilshasiiieatnalidlenvaaieaaiiaa 494, 
A Simple Boxing Technique for Alginate Impressions 

Frank Popper, L.D.S., R.C.S., M.S.D. 495 
Fixed Bridges Assembled in the Mouth—Part Three 

New Syndrome Appears—Cause Unknown (An Abstract) ______.498 
Improved Esthetics and Impreved Function 

An Invitation to Contributors 902 


The Occlusal Splint As A Diagnostic Aid In Temporomandibular Joint 
Syndrome Evaluation 


Allen Fred Goldberg, D.D.S. and Sunder J. Vazirani, D.D.S.,M.S. 503 
Coronary Heart Disease and Physical Activity (An Abstract) 

J.N. Morris, F.R.C.P., D.P.H., and Margaret D. Craford, M.D. _ 505 
Surgical Treatment of Periodontal Pockets 

John R. Abbott, D.D.S. 506 
Excessive Salivation (An Abstract) 508 


Vertical Height of the Body of the Mandible and the Occlusal Level of the 
Teeth in the Presence of Cleft and Non-Cleft Palates (An Abstract) 
Aaron Louis Posen, D.D.S. : 


The Editor’s Page 


Clinical and Laboratory Suggestions 910 


1. Pulp Testing with Ice. 2. Splinting with Gold Foil. 3. Grinding 
Denture Teeth. 4. Clasp Adjustment. 5. Protection of Teeth. 6. Wax- 
up for Full Crowns. 


Medicine and the Biologic Sciences _.512 
520 
Treatment of Aphthous Stomatitis (An Abstract) 522 


EDWARD J. RYAN, B.S., D.D.S., Editor 
WANDA T. PICKARD, B.A., Assistant Editor 
708 Church Street, Evanston, Illinois 


Copyright 1959 by Dental Digest, Inc. See page 486 for subscription data, etc. 
The magazine is mailed on the fifteenth of the month of issue. 


; 
: 
a 
‘ 
4 
a 
4 
; : 
St 
wt 
> 
— 
508 
4 
= 
par: 
4 
q > 
q 
ay 
3 
a 
grt 


Treatment of the ROOT CANAL 


of An Infected Tooth in One Appointment: 


A KReport of 340 Cases 


PALMYRO FERRANTI, C.D., Sao Paulo, Brasil 


DIGEST 

This article describes the step-by- 
step procedure for treating and 
filling infected root canals in one 
appointment which the author 
has found to be extremely suc- 
cessful in a representative series 
of cases. 


Technique 

To complete the technique for treat- 
ment and filling of infected root ca- 
nals in one sitting the following steps 
are taken: 

1) Isolate the tooth by means of 
the rubber dam. 

2) Remove carious material from 
the cavity and enlarge the root canal 
as far as the dentio-cemental junction 
and carefully remove all debris from 
inside the canal. 

Great care should be devoted to 
the curettage of the root canal. It 
should also be irrigated with hydro- 


gen peroxide and with Labarraque 
solution.* This is one of the most 
important steps in treatment and will 
determine the success or failure of 
the case. All root canal procedures 
should be performed under surgically 
clean conditions. Instruments should 
be resterilized every time they come 
in contact with infected root canal 
contents. 


Sterilization Technique 

Diathermic current is used for 
sterilization of the pulp canal. The 
technique is based on the following 
principles. 


*Sodium Hypochlorite Solution diluted with an 
equal volume of water. 


Perform electrosterilization from apex 
to cavity with approximate intensity of 
250° milliamperes allawing interrup- 
tions so .as to prevent too great. a rise 
in temperature. 


Principle—The sterilization of the 
pulp canal is obtained by heat pro- 
duced by a high frequency alternating 
current. 

A pparatus—The apparatus used in 
this work is a diathermy apparatus 
specially designed for dentistry. It 
consists essentially of two electrodes: 
the active electrode and the inactive 
electrode. 

The active electrode is an ordinary 
Miller needle. The inactive electrode 
consists of a condenser in the form of 
a flat cushion. The patient sits on it. 

Procedure—The following steps are 
taken: 

1) Insert the active electrode with- 
in a few millimeters of the apex. Pre- 
cautions must be taken not to insert 
the electrode beyond the apical fora- 
men in order not to cause injury to 
the periapical tissues. 

2) Turn on current with intensity 
of 250 milliamperes. 

3) Proceed from the apex to the 
cavity; then, from the cavity to the 
apex, and again from the apex to the 
cavity. 
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2. 

Left: Granuloma of lower cuspid prior to treatment with 
electrosterilization in one sitting. Right: Film taken about 
two years later. 

3. 
Left: Large area of rarefaction to the lower central incisor 
prior to treatment with electrosterilization in one appoint- 
ment. Right: Postoperative film taken nine months later. 


Bhronic abscess of upper molar prior to treatment with 
electrosterilization in one sitting. Right: Same tooth 18 
months later. 


electrosterilization in one sitting. Right: X-ray taken ni 
months later. 

6. 
Left: Large area of necrosis around root of upper right 
cuspid. The tooth was treated with electrosterilization in two 
appointments. Right: The same tooth 13 months later. 
7. 
Left: Chronic rarefying osteitis with suppuration uned 
upper right bicuspid. The tooth was treated with electro- 
sterilization in two appointments. Right: Postoperative film 
showing repair of the periapical bone 6 years later. - 


4) The electrode should always be trode so as to fulgurate the entire 178 cases were treated in one ap- 
kept at a small distance from the sur- surface of the canal. pointment and 162 cases were treated 


face of the canal so as to favor the 


in two appointments. 


production of spark discharges. Report of Experimental In the group of 162 cases root 


When withdrawing the elec- Project 


canals were actually treated in one 


trode from the canal perform a con- The results of treatment of 340 sitting, since all root canal proce- 
tinuous turning motion with the elec- cases have been recorded (Table 1). dures were performed in the second 
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sitting. In the first sitting the cavity 
was opened and a dressing was placed 
for 48 hours. 

Bacteriologic cultures were taken in 
26 of the 178 one-appointment cases. 

Of this number 15 (70 per cent) 
were sterilized after curettage and ir- 
rigation of the root canal with hydro- 
gen peroxide and Labarraque solu- 
tion. 

It is emphasized that proper en- 


largement and cleansing of the root 


canal is a highly important phase of 
the endodontic treatment. 

Bacteriologic Results—Iin 26 cases 
cultures were taken (1) prior to 
treatment (2) after surgery and 
cleansing of root canal, and (3) after 
electrosterilization (Table 3). 

All the cultures taken prior to 
treatment were positive. 

Cultures taken after surgery and 
cleansing of root canal showed 15 
negative cultures and 11 positive cul- 
tures. 

After electrosterilization 24 cul- 
tures were negative and 2 positive. 

Postoperative Results—Of the 162 
cases treated in two appointments 
postoperative reactions occurred in 
69 cases (38.76 per cent). 

The reactions were treated with 
analgesics and Vitamin B, and Vita- 
min By». In a few cases, applications 


— 


TABLE 1 
Number of Cases 
Two One 
Tooth sittings sitting Total 
Central a 
incisors 18 17 : 35 
Lateral 
2 incisors 14 19 33 
&  Cuspids 13 13 26 
First 
bicuspids 14 20 
Second 
bicuspids 23: 17 40 
Molars 15 23 38 
Incisors 10 8 18 
Cuspids 8 13 
bicuspids 14 30 
3 Second 
bicuspids 10 31 
Molars 24 18 42 
Total 162 178 340 


Shows the apparatus for electrosterilization of the pulp canal. 


of ice resulted in subsidence of the 
symptoms. 

In Vitro Tests With Paste—After 
obtaining positive cultures from in- 
fected root canals a small amount of 
the paste (zinc oxide, subnitrate of 
bismuth, and eugenol) was _ placed 
into one of the tubes containing a 
positive culture. | 

The tube was left in the incubator 
for 24 hours. 

From this tube cultures were tak: 
en to new tubes containing sterile 
culture medium. 

No signs of bacterial growth were 
observed. 

The same procedure was perform: 
ed with a control tube without using 
the paste, and great bacterial prolif- 
eration was observed after leaving 
the tube in the incubator for 24 
hours. 

It may. be assumed therefore thal 
the paste is a sterilizing agent. 
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TABLE 2 


First Test SecondTest Third Test 
Tocth Positive Negative Positive Negative Positive Negative ed 
incisors 6 0 4 1 5 
Lateral 
incisors 4 0 2 2 0 4 ; 
Cuspids 2 0 2 0 0 
First 
bicuspids 1 0 0 1 0 1 ee 
Second = 
a Molars 1 0 1 0 ] 0 
Incisors 1 0 1 0 0 1 
Cuspids 1 0 0 1 0 ] 
First | 
g bicuspids 4 0 0 4 0 4 
Second 
bicuspids 3 0 2 0 
Molars 2 0 1 
Total 26 11 15 2 24 
the | 
fter TABLE 3 
Postoperative Reactions 
t of 
of Two One 
ced appointments appointment Total | 
4 
No 
reactions 112 109 221 
ator 
Slight 
tak tenderness 44, 53 
arile ; 
Intense 
vere pain 1 8 9 
Painful 
= swelling 3 1 4 
sing 
od Painless 
swelling 2 7 9 
Total 162 178 340 
that 
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Conclusion 

It is possible to sterilize the root 
canal of the infected pulpless tooth 
in one treatment if clinical cases are 
carefully selected and a proper tech- 
nique is followed. 

The selection of the clinical cases 
should be based on the same prin- 
ciples used in other methods of en- 
dodontic treatment. 


Praca Roque Fiori, 26 
Sao Jodo da Béa Vista—Sao Paulo 


9. 
Shows the application of the electrode 
to the pulp canal. 


10, Ll, 12, and 13. 
Shows the sequence in the application 
of the electrode. 


Query 


tongue? 


Discussion 


What is the cause, prognosis, and 
newest treatment of geographic 


This is a benign type of coating 
of the tongue in which the deposit 
or furring arranges itself in such a 
manner as to simulate a geographic 
map. It is known also as erythema 
migrans, glossitis areata exfoliati- 


Geographic Tongue 


va, or “wandering rash.” It is an 
asymptomatic superficial migratory 
deposit on the tongue, noninflam- 
matory in nature, and _ slowly 
changes from day to day. Usually it 
is confined to the dorsum and sides 
of the tongue; the lesion begins as 
a central deposit and extends itself 
distally by concentric rings at 
times, the individual patches coa- 
lesce, giving rise to polycyclic 
figures which represent the geo- 


graphic tongue. The condition is 
fairly common and has no clinical 
significance. It tends to be _ per- 
sistent and is prone to relapses. Its 
etiology is unknown; treatment 
apart from prophylactic oral hy- 
giene is not necessary. 


Adapted from Questions and An- 
swers, Journal of the American 
Medical Association 166:1261 
(March 8) 1958. 
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A Simple 


Boxing 


Technique 


for 


ALGINATE 


IMPRESSIONS 


FRANK POPPER, L.D.S., R.C.S., M.S.D., Tacky Wax Strip 


Moist Face Tissue 


Exposed Wax Surface 


To complete the technique the follow- 
ing seven steps are taken: 

1. Lute a strip of tacky wax to the 
periphery of a tray (Figs. 1 and 2). 

2. Load the tray with alginate and 
take the impression. 

3. After removal from the mouth, 
rinse the impression and place a 
moist face tissue into it (Fig. 3). 

4. With a scalpel trim the peri- 
pheral alginate to expose the tacky 
wax strip (Fig. 3). 

9. Trim the periphery again as in- 
dicated by the dotted line in Figure 
4 in order to create a “luting chan- me 
nel” for the hot spatula. 


6. Flame and conform a_ boxing 
wax strip to the exposed peripheral 
wax strip and lute along the “luting Section Showin oe 
face tissue Boxing Wax Strip 
from the impression and pour the and Luting Channel 


model, 
Harley Chambers, 
Jeppe Street 


Johannesburg, South Africa 
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FIXED BRIDGES 


Assembled in the Mouth = 


art Three 


COYL B. THOMAS, D.D.S., Lebanon, Missouri 


DIGEST 
In this installment which is the 
third in a four-part article the 
author presents a_ step-by-step 
procedure for completing the 


in this 


screw technique 


method of constructing fixed 


s assembled in the mouth. 


bridge 


The Screw Technique 
To complete this technique the follow- 
ing steps are taken: 

1. If screws are to be used instead 
of tapering pins a hole is drilled 
through the backing and into the 
lingual portion of the bridge. Care 
must be taken not to penetrate the 


lingual of the bridge (Fig. 25). 


2. Using the kind of tap employed 
by watchmakers to cut internal 
threads (Fig. 33), the hole is thread. 
ed. The tap must be held by an in. 
strument that will grip it securely so 
that it may be turned slowly by hand 
(Fig. 26). 

3. When the internal thread is 
completed the depth must be mea- 
sured and a piece cut from a rod that 
has been prepared by cutting threads 
on it. A groove is made across the 


27. | 
_ Drilling hole for screw. One screw in piace. Starting to place second with screw 
26. holder. 
Threading hole to receive screw. 23. 
| One screw in place, second screw started. 


pat 
§ 
? 
a 
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Driving screws with screw driver. 


Two screws in place. 


threaded end to receive a jeweler’s 
screw driver. The end of the screw 
opposite the slot is slightly tapered 
and inserted into the hole with the 
screw holder. 

4. The screw is driven in with the 
screw driver. With the screw in place 
drill the second hole, thread it, and 
insert the second screw with the screw 
holder (Fig. 27). 

5. Figure 28 shows the screw in- 
serted and ready to be driven with the 
screw driver. 

6. As shown in Figure 29 the 
screws should be driven flush with the 
backing. If they are left protruding 
the facings will not go to place easily. 
If they are driven in too deep it will 
be difficult to clean the cement from 
them in order to withdraw them 
should it be necessary to remove the 
bridge later (Fig. 30). The buccal 
surface of the bridge is shown in 
Figure 31 with the facings in place. 
The lingual is shown in Figure 32. 
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Facings cover screws. 


Lingual bridge pontics in contact with tissue. 


7. The so-called sanitary bridge 
may be constructed using either the 
pin or screw attachment method if 
there is sufficient depth to make the 
beam wide enough for the necessary 
strength. This will be illustrated in 
the next article. | 


Watchmaker’s screw plate. 


Making the Screws 


The watchmaker’s screw plate for 
cutting threads for the screws (Fig. 
33) will cut threads on five different 
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34. 


Cutting threads on screw. 


35. 


Filing slot in screw. 


Armamentarium for screw technique. 


sized rods and is provided with taps 
of five different sizes to cut the in- 
ternal threads. By holding the rod in 
a vise it may be threaded as shown 
in Figure 34. The slot for the screw 
driver is cut with a jeweler’s file as 
shown in Figure 35. A magnifying 
glass may be useful here. 


Armamentarium 
Illustrated 

In Figure 36 from left to right are 
shown the instruments required for 
the procedure: bi-bevel drill in 
straight handpiece, tap for cutting 


New Syndrome Appears=-Cause Unknown 


A NEW infectious syndrome of un- 
known cause and apparently with an 
unusually high and widespread in- 
cidence, characterized by vesicular 
lesions of the mucosa and skin, which 
has appeared in California since mid- 
July is reported by California State 
Department of Public Health. 


Classification 

Several tentative classifications 
have been given in reports: (1) can- 
ker sores, (2) viral stomatitis, (3) 
herpetic stomatitis, and (4) herpan- 
gina with rash. 
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internal threads in bridge, thread 
cutter for cutting threads on tough 
gold rod, jeweler’s file for cutting 
slot on end of rod to receive screw 
driver, jeweler’s screw driver, tough 


Symptoms—Vesicular lesions of 
the buccal mucosa, tongue, and pal- 
ate, with subsequent ulceration are 
present. Similar lesions of the skin 
occur. 

Accompanying Symptoms—Vesicu- 
lar involvement of palms and soles 
of the feet was noted; and sore 
mouth, low grade fever, and cervical 
adenopathy often accompany the le- 
sions. 

Infants and children are most fre- 
quently affected, but cases in adults 
also have been reported. No sequelae 
have been observed. 


gold rod with end threaded to make 
screw of desired length. 


(End of Part Three) 


125A West Commercial 


Characteristics 

The syndrome is highly infectious 
but not serious. Patients are affected 
for a few days, complaining for the 
most part of sore mouths, then re- 
cover, 

Since there has been no unusual 
incidence or geographic distribution 
of aseptic meningitis or encephalitis 
in the state, there appears to be no 
reason to believe that central nervous 
system complications might be fre- 
quent. 

Adapted from Scope Weekly 10:1 
(Sept. 9) 1959. 
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Improved ESTHETICS 


and Improved FUNCTION 


EDWARD L. KOZLOW, D.D.S., River Rouge, Michigan 


DIGEST 

Every patient who enters a dental 
office is a challenge to the dentist. 
Not only a mechanical and a 
physiologic problem but a psy- 
chologic problem as well. All of 
these factors overlap in each pa- 
tient. A harmonious relationship 
among the three is rarely found, 
but one or two of these factors 
often present difficulties to a 
solution of the dental problem. 
This article describes the steps in 
a technique adapted in a difficult 
problem in rehabilitation. 


Case History 

The patient was a white woman 32 
years old whose complaints were 
many and varied. When she presented 
for consultation she was in an emo- 
tional state that affected her total per- 
sonality. She kept her mouth covered 
while talking in order not to reveal 
her teeth. She appeared to be extreme- 
ly shy and unhappy about her appear- 
ance. She wanted her teeth removed 
and replaced with dentures. She com- 
plained of halitosis and continual bad 
taste in her mouth. 

Examination—The following con- 
ditions (Fig. 1) were revealed upon 
examination: 

1. The patient had all of her teeth 
intact with the exception of some of 
the third molars. 

2. The upper and lower six an- 
teriors were restored with jacket 
crowns. Each had been done at sep- 
arate times and within the space of 
about thirteen years. The porcelain 
jackets were of various hues. 

3. Because of lack of oral hygiene. 
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the general condition was poor. The 
gingival tissue was a hypertrophied, 
edematous, spongy, purplish mass. 
With a William’s probe, deep pocket 
formation was noted around the up- 
per and lower anteriors and a general- 
ized pocket formation around the 
posterior teeth. 

4. None of the pockets was as 
severe as might be anticipated. 

5. There were heavy calculus de- 
posits. 

6. A generalized gingival inflam- 
mation was present and slight mobil- 
ity was found in the lower four 
anterior teeth. 

Treatment Possibilities Discussed— 
On the first appointment full mouth 
radiographs were taken and study 
casts were made. Some of the treat- 
ment possibilities available if the 
supporting structures were found to 
be healthy and substantial were dis- 


I. 


Front view of case when patient first consulted. 


cussed at length. The majority of the 
dentition appeared sound but the peri- 
odontal situation seemed to be seri- 
ous. The only tooth, other than the 
maxillary and mandibular anteriors, 
that was visually not correct, was the 
upper left second molar. This tooth 
was a developmental anomaly and 
carried several amalgam restorations. 
After the discussion, the patient was 
more hopeful and was told that at the 
next appointment a plan of action 
would be decided upon. 

Treatment Analysis—The following 
conditions were revealed by radio- 
graphic examination: 

1. The radiographs showed deep 
periodontal involvement around the 
upper and lower six anteriors with 
gross bone loss. This seemed to be 
due primarily to heavy deposits of 
salivary calculi. 

2. It was decided to remove the 
upper and lower six anteriors along 
with the upper left second molar. The 
anteriors were to be replaced by tem- 
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Maxillary splint; note absence of clasps. 


Mandibular splint; note two clasps of wrought wire. 


Mirrored view of the maxillary splint in place. 


3. 


Mandibular splint in situ. 


porary acrylic partial splints utilizing 
clasps on the lower and no clasps on 
the upper. 

3. The measures would be deep 
curettage, scaling, root planing, and 
full mouth gingivoplasty. 

4. Bridge construction would util- 
ize the cuspids and bicuspids on both 
the upper and lower jaws as abut- 
ments making two eight-unit fixed 
restorations with a single three-unit, 
one-tooth replacement on the upper 
left arch. 

5. For durability, strength, and 
esthetics, the restoration of choice was 
the full cast veneer crown. The pon- 
tics anteriorly were Steele’s facings, 
while posteriorly a processed acrylic 
type with a gold saddle was used. 
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Procedure 

Second Appointment—Upper and 
lower alginate impressions were taken 
for the fabrication of the acrylic tem- 
porary partials which were to be 
seated immediately upon the extrac- 
tion of the maxillary and mandibular 
incisors (Figs. 4, and 5). 

Third Appointment—1. The patient 
was premedicated with Elixir Nem- 
butal,® and anesthetized with Xylo- 
caine® 1:100,000 epinephrine. 

2. Eight anteriors and one posteri- 
or were removed. At the same time 
the gingival surgery was done on the 
upper and lower left quadrants and 
packed with a zinc oxide-eugenol 
preparation mixed with Terramycin® 
paste. 


3. The splints were placed and ad- 
justed so that minimal tissue impinge- 
ment occurred. This was to facilitate 
the healing process and the mainte- 
nance of the gingiva during the entire 
surgical phase. 

Fourth Appointment—1. The pa- 
tient was premedicated in the same 
manner as before, the upper and low- 
er right sides were anesthetized, and 
gingival surgery was completed. 

2. The surgical pack from the 
previous appointment was removed. 

3. The tissues were lightly touched 
with zinc chloride (20 per cent) to 
cauterize the tissues and promote 
slight granulation tissue proliferation. 

Fifth Appointment — The recent 
surgery: was treated in the same man- 
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ner as before. The upper and lower 
left sides were cleaned, scaled, and 
polished. 

Sixth Appointment—The upper and 

lower right sides were scaled, cleaned, 
and polished. Complete healing took 
place before constructing the fixed 
ridges. The intervening time was 
spent on occlusal adjustments to ob- 
viate any premature contacts and to 
observe the patient and make sure 
that home care was thorough and 
without laxity. 

Seventh Appointment — After ap- 
proximately two months, the tissues 
appeared ready to receive the bridges. 
An appointment was made to prepare 
the upper left molar area first. In this 
particular case, it made little differ- 
ence where treatment began; but it 
is preferred to complete the posterior 
segments first, establishing a plane of 
occlusion, and then complete the re- 
mainder of the mouth. 


Maxillary crowns; mirrored view. 


Uppe: case completed on model. 
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Completed mandibular case; labial view. 


Upper Left Bridge the previously mentioned manner, 
1. After preparing the patient in the first molar was prepared with a 


Mirrored view of completed upper case. 
10. 
Upper and lower cases completed. 


501 


= 
» 6. 
* 
; 

| 
ig 
on. 
9 
ent ° 
an- 
SEST 
J 
|| 
2 
| 


buccal shoulder to receive a veneer 
crown. 

2. The third molar was prepared 
shoulderless to receive a full cast gold 
crown (since the tooth was so far 
posteriorly the esthetic aspects of the 
tooth did not have to be considered) . 

3. The bridge was fabricated using 
a full gold saddle processed acrylic 
pontic. 

4. Ten days after the teeth were 
prepared, the bridge was seated tem- 
porarily with Ward’s Surgical Cement. 


Lower Anterior Bridge 

1. The cuspids and the first bicus- 
pids were prepared with labial and 
buccal shoulders to receive full gold 
veneer crowns. 

2. The temporary crowns were 
made by taking an impression of the 
unprepared arch with alginate. In the 
case of the anteriors, the partials were 
left in place so that a fixed temporary 
splint could be made. 

3. An impression of the prepared 
area was taken and poured in rapid 
setting plaster of paris. When set 
hard, the second impression was re- 
moved and discarded. 


4. Quick setting.acrylic was mixed 
and poured into the first impression 
of the unprepared arch; the prepared 
model was placed into the impression 
and held until the acrylic was set 
hard. The excess was trimmed, the 
model was polished and cemented 
temporarily with a medicated cement, 
such as zinc oxide-eugenol paste or 
Ward’s Surgical Cement. 

5. Porcelain pontics were selected 
because excessive shrinkage might 
warrant additional pontic length, even 
though a perfect shade match between 
plastic veneers and the porcelain 
could not be attained. 

6. The tissues around the abut- 
ments were retracted with a vasco- 
constrictor impregnated cotton fiber. 

7. Hydrocolloid was the impression 
material used. Two impressions of 
the prepared area and one of the op- 
posing area were made. 

8. An occlusal registration was 
taken with the Jones Bite Framer 
utilizing a zinc oxide impression 
paste. 

9. The temporary crowns were 
placed while the bridge was being 
fabricated. When completed the 


bridge was seated temporarily with 
surgical cement (Fig. 6). 


Upper Anterior Bridge 

The procedure for this bridge is 
exactly the same as with the lower 
anterior bridge (Figs. 7, 8, 9, and 
10). 


Summary 

All of the bridges were left in place 
for about one year, but checked peri- 
odically every three months to ensure 
good tissue adaptation, proper home 
care, and wearing comfort for the 
patient. During this trial period, oc- 
clusal adjustments were made for 
function and for maintenance of the 
integrity of the periodontium and 
bony support. 

It is well within the realm of re- 
habilitative dentistry not only to re- 
store good function to the masticatory 
apparatus but to include excellent 
esthetic qualities. It is not always pos- 
sible to achieve what the patient 
would like to have or what the dentist 
would like for the patient, but im- 
provement can be made. 


11345 West Jefferson Avenue 


Since 1894 when DENTAL DIGEST 
was founded the pages of this jour- 
nal have been open to articles 
contributed by dentists throughout 
the world. The emphasis has been, 
and will continue to be, on the pub- 
lication of articles on all phases of 
clinical practice. 

DENTAL DIGEST encourages the 
use of many illustrations to show 
techniques. We prefer that the text 
be short and that step-by-step tech- 


An Invitation to Contributors: 


nical procedures be presented as 
an illustrated “clinic on paper.” 

A booklet, Suggestions to Au- 
thors, has been prepared by the 
editorial staff and will be sent free 
on request. 

Why publish? Any dentist who 
has developed a technique, refined 
a procedure, or has made a signifi- 
cant clinical observation has the 
opportunity to record these ad- 
vancements and elevate his profes- 


sional standing by making a con- 
tribution to the literature. 
* 

For all illustrated articles that 
appear in DENTAL Dicest the 
author will receive an honorarium 
of $50 to help defray his expense 
in preparing the photography or 
drawings. 


Contributors are invited to send 
their articles to: 
Edward J. Ryan, D.D.S. 
Editor, DENTAL DIGEST 


708 Church Street 
Evanston, Illinois 
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The OCCLUSAL SPLINT 


as a Diagnostic Aid 


in Temporomandibular Joint Syndrome Evaluation 


ALLEN FRED GOLDBERG, D.D.S.* 


and SUNDER J. VAZIRANI, D.D.S., M.S.,* * Chicago 


DIGEST 

This article discusses the role of 
the occlusal splint as a diagnostic 
aid in the management of tempo- 
romandibular joint syndromes. 
The presence of temporoman- 
dibular joint pain, usually uni- 
lateral, and limited mandibular 
function compose a temporoman- 
dibular joint syndrome.’ This 
condition may be caused by a 
number of factors which affect 
the joint and may present a prob- 
lem in clinical evaluation. A com- 
plete physical examination will 
help rule out systemic disturb- 
ances and those conditions which 
are not limited to the masticatory 
apparatus proper. Roentgeno- 
graphic examination will indicate 
gross abnormalities of the joint 
structure. Cases in which the 
temporomandibular joint syn- 
drome is not related to systemic 
disease and is not complicated by 
progressive degenerative changes 
prove to be difficult to evaluate 
properly. In such cases, the oc- 
clusal splint is a valuable diag- 
nostic aid. 


Syndrome Defined 

A temporomandibular joint symptom 
complex was first described in 1934.” 
Since that time, much attention has 
heen directed to symptoms associated 
with the temporomandibular joint, 
and various methods of therapy have 
beer: proposed. In a series of cases 
presenting symptoms associated with 
the temporomandibular joint, report- 
ed by Schwartz in 1954, unilateral 
facial pain and limited mandibular 
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function were the most frequent find- 
ings. The view was advanced in 1955 
that temporomandibular joint pain 
and limitation of function comprise a 
temporomandibular joint syndrome. 
Subluxation or hypermobility of the 
temporomandibular joint is a sep- 
arate entity and has been fully dec- 
cribed by Louis W. Schultz.* 


Various Methods of 
Treatment 

The choice of treatment varies with 
the interpretation of the underlying 
cause of the symptoms. 

Anesthetic Agents Used—Inasmuch 
as muscle spasm was indicated as a 
cause of pain in temporomandibular 
joint syndromes, the treatment pro- 
posed by Schwartz was (1) infiltra- 
tion of local anesthetic agents into 
the affected muscle*, and (2) ethyl 
chloride spray on the tissue overlying 
these muscles.° This treatment was 


I. 


to be supplemented by therapeutic 
exercises. 

Use of Hydrocortisone Acetate— 
This agent, injected into the upper 
and lower synovial sacs, was advo- 
cated as an adjunct in treating tem- 
poromandibular joint syndromes by 
Henny in 1954.° This method of 
treatment developed from earlier at- 
tempts to make use of the antiinflam- 
matory properties of the corticoster- 
oids. Henny’s publication is limited 


*Resident in Oral Surgery, University of 
Illinois, Research and Educational Hospitals, Chi- 
cago. 

**Instructor in the Department of Oral and 
Maxillofacial Surgery, University of Illinois > 
lege of Dentistry, and Instructor in the De 
ment of Anatomy, University of Illinois Co ~ 


of Medicine, Chicago.” 
1Schwartz, L. L.: Pain Associated With t 
JADA 51:393- 397 


Joint, 
ct 
2Costen, J. B.: A Syndrome of Ear and Sinus 
toms Jependent Upon Disturbed Function 
e oint, Ann. Otol., 
Rhin., and Laryng. 43:1-15 ( arch) 1934. 
3Schultz, Louis W.: Treatment by Injection for 
Subluxation of the Joint, 
DENTAL DIGEST 43:432 (September) 19 
4Schwartz, L. L., and Tausig, Tempo- 
romandibular Joint Pain: Treatment with Intra- 
muscular Infiltration of Tetracaine Hydrochloride 
—A New York Dent. 
20-219 (May) 1 
5Schartz, L. ethyl Chloride Treatment 
Painful Mandibular Movements, JADA 
48:497 (May) 1 
SHenny, F 


 Intra-articular Injection of 
Hydrocortisone Int 


Temporomandibular 


Joint, J. Oral 314 (Oct.) 1954. 


Clinical photograph showing marked degree of overbite in centric occlusion. 
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to cases of temporomandibular joint 
syndrome and presents results, inter- 
pretation, limitations, and technique 
in the intraarticular use of hydro- 
cortisone. 

Intermaxilliary Splints and Fixa- 
tion—Another approach to the prob- 
lem from the standpoint of occlusal 
and traumatic disturbances and ar- 
thritic joint pain was offered in the 
use of intermaxillary splints and fix- 
ation. Pain due to occlusal trauma is 
usually treated with splints and/or 
occlusal equilibration, while that of 
acute traumatic arthritis is treated 
with splints, fixation, and_ elastic 
traction in varying combinations. 
This is followed by gradual restora- 
tion of function through exercise.’ 

Surgical Approach—Surgery is of- 
ten the acceptable form of therapy 
when the symptoms are of long stand- 
ing and there is irreversible, pro- 
gressive damage to the temporoman- 
dibular joint. If the meniscus is the 
only part of the joint damaged, men- 
iscectomy is the treatment of choice, 
while condylectomy or more exten- 
sive procedures are indicated in cases 
of ankylosis or extreme damage to 
the condyle. 


Case Report 

Chief Complaint—The patient was 
a 37-year-old white woman first seen 
on consultation from the Otolaryn- 
gology Clinic. Her chief complaint 
was that of difficulty in opening and 
closing her mouth, accompanied by 
pain during opening movements: and 
a limitation of the degree of opening. 

Onset and Course—Slight difficulty 
and limitation of mandibular move- 
ments were first noted by the patient 
four to six years ago. During the last 
six months there had been a marked 
decrease of movement and an increase 
of pain. 

Clinical Findings—Previous med- 
ical work-up had revealed an irritable 
colon syndrome and tension head- 
aches. Examination of the oral struc- 
tures revealed the absence of a num- 
ber of teeth in both the upper and 
lower arches and a marginal gingi- 
vitis. There was marked overbite and 


TPanagopoulos, A. P.: Management of Frac- 
tures of the Jaws in Children, a Internat. Coll. 
Surgeons 28:806-815 (Dec.) 1957. 
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Roentgenogram of the right temporomandibular joint revealing slight degenera- 
tive changes and posterior displacement of the head of the condyle. 


a loss of vertical dimension. The ver- 
tical dimension was the same with 
and without her partial dentures, 
which the patient had been wearing 
for approximately two years. There 
was no indication or history of brux- 
ism. All other physical findings were 
within normal limits. 

Laboratory Results—Routine sero- 
logy, urinalysis, and hemogram were 
all within normal clinical limits.” 

Roentgenographic Examination— 
A moderate limitation of excursion 


of the right temporomandibular joint 
was revealed by roentgenographic ex- 
amination, accompanied by evidence 
of a slight degenerative change of the 
condylar head. The left temporoman- 
dibular joint appeared to be normal. 

Clinical Impression—The clinical 
and laboratory findings were con- 
sistent with those of a temporoman- 
dibular joint syndrome. It was be- 
lieved that the degree of closure of 
the temporomandibular joint and the 
probably arthritic change of the right 


Photograph of the acrylic appliance used in this case. 
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condyle were major factors in the 
production of the symptoms. 
Method of Diagnosis—An acrylic 
appliance was constructed to increase 
the vertical dimension and relieve oc- 
clusal interference and the patient 
was instructed as to its use and care. 
Two weeks later the patient returned, 
comfortable, and with an increase in 
the range of mandibular opening. 
Disposition—It was recommended 
that the patient consult a prosthodon- 
tist for further treatment. The pa- 
tient has had no recurrence of the 
temporomandibular joint problem. 


Discussion 

The method illustrated in this case 
was considered to be least traumatic 
to the patient and one that would 
not permanently alter any structures. 
The occlusal splint was not intended 
as a therapeutic measure in this case, 
but rather as a diagnostic aid. The 


4. 
Clinical photograph showing the acrylic appliance in place. Note the increased 
vertical dimension. 


7 occlusal splint aids the practitioner surgical approaches. Once treated not have a dental prosthesis con- 
nt to diagnose properly and treat or re- surgically, there is no retreat, and it structed until the temporomandibular 
X- fer the patient with a temporoman- _is therefore of the utmost importance joint syndrome is evaluated. The oc- 
ce dibular joint syndrome. to evaluate thoroughly each temporo-_ clusal splint is a valuable diagnostic 
re If the patient had not shown a_ mandibular joint syndrome prior to aid in the management of temporo- 
n- favorable response to the initial any treatment. mandibular joint disorders. The dif- 
il. measure, local anesthetics and corti- ferential diagnosis of a temporoman- 
al costeroids would have been used in Conelusion dibular joint complaint can be com- 
n- conjunction with the appliance. When A temporomandibular joint syn- pleted by the dental practitioner. 

n- the more conservative measures fail drome may be treated by a variety of University of Illinois 

,e- to bring relief, the choice of treat- methods. Patients who have a tempor- Research and Education Hospitals 
of ment becomes limited to the several omandibular joint syndrome should 840 South Wood Street 
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Coronary Heart Disease and Physical Activity 


J. N. MORRIS, F.R.C.P., D.P.H., and 
MARGARET D. CRAWFORD, M.D., London 


on relevant cardiovascular physi- 
ology and pathology, the specula- 
tion may be advanced that habitual 
physical activity is a general factor 
of cardiovascular health in middle- 
age, and that coronary heart dis- 
ease is in some respects a depriva- 
tion syndrome, a deficiency disease. 
In the present material the hearts 
of sedentary and light workers 
showed the disease of the hearts of 
heavy workers 10 to 15 years older. 

From British Medical Journal 
(Dec. 20) 1958, p. 1495. 


Evidence has now been produced 
relating several aspects of clinical 
and subclinical coronary heart dis- 
ease to physical activity of work. 
The general hypothesis may there- 
fore be restated in casual terms that 
physical activity of work is a pro- 
tection against coronary ischemic 
heart disease. Men in physically 
active jobs have less coronary heart 


disease during middle-age, the 
disease they have is less severe, and 
they develop it later than men in 
physically inactive jobs. Since there 
are suggestions of other connec- 
tions between physical activity of 
work and cardiovascular disease of 
middle-age, and multiplying evi- 
dence from laboratory experiment 
of the beneficial effects of exercise 
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Surgical Treatment 


of PERIODONTAL POCKETS 


JOHN R. ABBOTT, D.D.S., West Point, Mississippi 


DIGEST 

The operation described in this 
article is indicated in all cases in 
which periodontal pockets are 
too deep to secure and maintain 
a satisfactory epithelial lining, 
but where the conditions are not 
such as to indicate extraction. For 
this surgical approach the perio- 
dontal pockets should be in ex- 
cess of 3 millimeters in depth. 
The step-by-step procedure is de- 
scribed. 


Technique for 

Gingivectomy 

(1) Infiltration of the area with local 
anesthetic solution is accomplished 
with a minimum of discomfort if in- 
jections are first made in the muco- 
buccal fold, followed by infiltration 


Injection of local anesthetic in the mucobuccal fold. 


of the interproximal tissue along the 
quadrant to be anesthetized. The 
amount of hemorrhage is substantial- 
ly reduced by this method (Figs. 1 
and 2). 

(2) The depth of the periodontal 
pockets should be carefully measured 
and marked (Fig. 3). This may be 
accomplished by using any small in- 
strument, such as a sharp spoon ex- 
cavator, or a periodontal membrane 
explorer. The predetermined depth is 
carefully marked on the gingiva by 
pressing this instrument against the 
gingiva with enough force to produce 
a slight hemorrhage. Proceed in this 
manner until all pocket depths are 
carefully marked. Several new in- 
struments for marking the depths of 
pockets accurately have recently been 
presented. 

(3) Surgery for the excision of the 


injected quadrant should be _per- 
formed in two stages, bearing in mind 
that the minimum amount of tissue 
that will make the necessary correc- 
tion should be removed and that es- 
thetics should always be an important 
consideration (Figs. 4 and 5). 


Surgical Procedure 

(1) Assuming that gingivoplasty is 
to be performed on the lower anterior 
area, begin the incision mesial to the 
left cuspid and when cutting the tis- 
sue, be sure to hold the blade at such 
an angle as to leave a finishing line 
with a feathered edge instead of a 
broad blunt base. A scalloped type in- 
cision simulating as nearly as possible 
the contour of the normal gingival 
tissue is desirable. 

(2) The initial incision is ended 
at the patient’s right cuspid. A second 
incision is made in the same pattern 
as the initial cut, though deeper, so 
as to separate the diseased tissue from 


Injection in interproximal tissue to reduce bleeding. 
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the teeth and underlying structure. 

(3) Using cotton pliers or a small 
mosquito hemostat, grasp the incised 
gingiva and clip loose both the left 
and right ends of the still attached 
gingiva. At this point it is advisable 
to proceed with smaller instruments 
to remove granulation tissue that re- 
mains in the interproximal spaces. 

(4) Access to granulation tissue is 
easily obtained in the following man- 
ner: Take a small piece of cotton 
rolled into a small pellet and force it 
into the interproximal space from the 
lingual aspect. The granulation tissue 
that is forced out to the labial may 
easily be excised with the point of a 
small sharp pointed scalpel, such as a 
Bard-Parker using blade No. 11 or 
12. 

(5) Interference with the osseous 
process during this procedure is un- 
necessary since it is well established 
that the bone destruction takes place 
in advance of the infectious process. 
It is of primary importance, there- 
fore, to remove all of the infected 
tissue from the base of the pocket 
incisally. 

(6) As shown in Figure 6, small 
pellets of cotton saturated with 8 per 
cent zinc chloride solution are in- 
serted in each interproximal space 
for ten minutes. This controls hem- 
orrhage and has a beneficial and 
stimulating effect on the tissue. Its 


4. 


The initial incision is made along the previously marked 


spots on the gingiva. 
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Depth of pocket is measured and marked on the labial tissue by use of a perio- 
dontal membrane explorer or any other similar instrument. 


astringent effect is desirable. This is 
useful as a postoperative measure aft- 
er the surgical dressing is removed. 
Dressing Applied—A _ surgical 
dressing for the protection of the 
gingival tissues is applied in a thick 
mix using a broad instrument such as 
a cement spatula. Leave this dressing 
in place four days (Fig. 7). 
Dressing Removed—After four 
days remove the dressing and proceed 
with zinc chloride packs. These are 


periodontal knife. 


left in place for 30 minutes. Until 
healing has taken place to the satis- 
faction of the operator, this postoper- 
ative treatment should be admini- 
stered for at least three or four visits. 

Related Treatment Measures—The 
above procedure can be adapted to 
other areas of the mouth. It is desir- 
able that other adjuncts to treatment, 
such as occlusal equilibration, nutri- 
tional corrections, establishing proper 
interproximal contacts, receive ade- 


Removal of interproximal granulation tissue using smaller 
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Zinc chloride packs are inserted in the interproximal spaces. 


re 


Surgical dressing in place. 


quate consideration and that deficien- 
cies be corrected where indicated. 
Patient Cooperation—The respon- 
sibilities of the dentist include ade- 
quate education of the patient toward 
a fuller realization of his problems 
and the means by which he can help 
himself. The carrying out of the pre- 


Excessive Salication 


Problem 

What is the cause of excessive saliva- 
tion? A patient has this condition to 
such excess that at times his entire 
mouth is filled with saliva. This is 
especially bothersome and annoying 
when he has gone to bed at night. 


Discussion 


Sialorrhea, or excessive salivation, 
may be caused by many conditions: 


scribed regimen is his responsibility. 
The importance of interdental stimu- 
lation and massage should be stressed 
as well as regular observation by the 
dentist. 


Conclusion 


It must be borne in mind that the 


(1) Drugs or poisons such as mer- 
cury, bismuth, arsenic, tobacco; (2) 
local inflammation accompanying dis- 
eases such as pemphigus, herpetic sto- 
matitis, or Vincent’s disease, (3) local 
irritation from teething or dental ap- 
pliances; (4) infectious diseases, (5) 
reflex stimulation from the liver, 
uterus (pregnancy), ovary, or stom- 
ach; (6) disturbances of the nervous 
system such as motion sickness, mi- 


surgical approach in periodontia is 
valuable only in selected cases, that 
it is not a panacea for all gingival 
problems, but should be employed 
where, in the opinion of the operator, 
it is indicated. 


Broad and Court Streets 


graine, hysteria, Seventh nerve pa- 
ralysis, paralysis agitans, tic doulour- 
eux, and tabes. 


Treatment 

Find the underlying cause if pos- 
sible, check teeth, oral hygiene, and 
obtain a good history particularly 
dealing with tension states, drug in- 
gestion, or tobacco sensitivity. 

Current Medical Digest 25:18 
(Oct.) 1958. 


Conclusions 


1. In the unilateral cleft palate 
person, the anterior area of the 
mandible on the cleft side is sig- 
nificantly greater in height than the 
anterior area of the mandible on 
the non-cleft side. 


Vertical Height of the Body of the Mandible 
and the Occlusal Level of the Teeth in the 
Presence of Clett and Non=Cleft Palates 


AARON LOUIS POSEN, D.D.S., Toronto, Ontario 


2. The level of the teeth in the 
anterior area of the mandible, that 
is, the first deciduous molar, first 
premolar, and canine, is higher on 
the cleft side than on the non-cleft 
side. 

3. True symmetry is not found. 


4. Lack of occlusal function of 
the teeth does not adversely affect 
the vertical development of the 
mandible provided there are teeth 
present. 

Adapted from Journal of the 
Canadian Dental Association 24: 
211 (April) 1955. 
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The EDITOR’S Page 


IN OUR preoccupation with the technical advantages 
in high speed operative procedures there is the 
chance that we may have lost sight of other aspects 
of the subject. Although swift and pain-free cavity 
preparations are desirable to both the patient and 
the dentist at the time of the operation we should 
keep in mind that cavity preparation is not an end 
in itself. Surgical intervention of other kinds and 
in most other tissues is an end in itself. Cavity prep- 
aration is a preliminary step to tooth restoration. 
It is conceivable that a cavity may be prepared with 
speed and little discomfort (as has been done by 
careless operators in all generations) and the end 
result, the restoration, may be grossly inadequate. 
High speed techniques are of no long-term advan- 
tage to either the patient or the dentist unless the 
succeeding steps in tooth restoration are performed 
with skill and technical precision. 

The social implications of high speed procedures 
have been well expressed by Ernest R. Ambrose of 
McGill University :* 

“Tf we allow the high speed cutting tools, to en- 
courage us to take too many patients, for too short 
periods of time to accomplish anything worth while, 
before long we will have even more problems. 

“It is not the number of cavity preparations we 
can ‘rough out’ in a half hour that counts. But, it 
is the number we can adequately restore, once they 
have been well prepared, and how long it will take 
us to complete this latter phase of the procedure, 
that means the most to the public and ultimately to 
the profession. About ease of initial cavity prepara- 
tion there is no doubt. More and better restorations, 
both by technique and research in dental materials, 
are crying needs of the profession and the public. 
This would enable us to render a better health serv- 
ice, on a reasonable fee scale, to a greater percent- 
age of the population. 


1Ambrose, Ernest R.: Factors to Consider in Sound Operative Pro- 
cedures, J. Canadian D. A. 25:150 (March) 1959. 
pggrree> John V.: Progress Report, J. Canadian D. A. 25:146 (March) 
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“As the years slip by in the art and science of 
dentistry, research and clinical experience should 
teach us to modify our office and treatment proce- 
dures.” 

In the same issue of the Journal of the Canadian 
Dental Association John V. Borden’ makes some 
practical suggestions for operating at ultra-speeds: 

‘The convenience and versatility of small points, 
in performing the work of discs and large stones, 
is not readily appreciated. Strangely, in fact, some 
resent not being able to use their accustomed large 
sizes. It should be pointed out that the large diame- 
ter falls into discard by choice, when using ultra- 
speeds because the elements of convenience and 
safety predominate. As an example, the operator 
finds himself eliminating the multiple shapes, grav- 
itating to techniques involving a single point for 
cavity preparations and just a few shapes for 
crowns. Proximal cuts are made with a bur or thin- 
pointed diamond. The occasions for using a disc 
are extremely rare. In essence, the entire concept 
of operating is amazingly simple. 

“The operative problem deals with the rotation 
of blades or grit against tooth materials. 


“The following are submitted as observations: 


(1) At ultra-speeds, blades equal the perform- | 


ance of grit. 

(2) Blade action creates less friction than grit. 

““(3) In dentine, blades are more efficient. Con- 
versely, diamonds provide somewhat better tactile 
sensation. 

(4) Metals are best cut with blades. 

“(5) Medium grit diamonds for bulk removal; 
finer grit for cavity preparations. 

“(6) Points should be less than %g inch in 
length (overall). 

(7) A dull bur can create dangerous heat. 

“(8) Diameters of wheels should not exceed 
14 inch. 

“(9) Open cavities wide to let coolant in. 


(10) Wear glasses.” 
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Pulp Testing with Ice 


W. C. Wilkins, D.D.S., Shreveport, Louisiana 


I. To make a convenient shape of ice for testing pulps, fill empty 
anesthetic tubes with water. Stand the tubes upright in a refriger- 
ator. The ice will slide from the tubes with ease. 


Splinting with Gold Foil | 
Lawrence Wiland, D.D.S., Flushing, New York 


2. Splinting of proximating teeth that are involved with perio- 
dontal disease may be done by inserting simple gold foil in the 
occlusal surfaces and making an interocclusal connection of the 
restorations. 


Grinding Denture Teeth 


Joseph T. Tedesco, D.D.S., Council Bluffs, lowa 


3. Embed the occlusal surface of the denture tooth in a piece of 
stick compound. This will produce a convenient holder to use while 
grinding the tooth. 


READERS Are Urged to Collect $10.00 


For every practical clinical or laboratory suggestion that 
is usable, DentaL Dicest will pay $10 on_publica- 
tion. 

You do not have to write an article. Furnish us with 
rough drawings or sketches, from which we will make 
suitable illustrations; write a brief description of the 
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SUGGESTIONS ... 


Clasp Adjustment 
C. H. Keels, Jr., D.D.S., Morgantown, North Carolina 


4. Paint the inner surface of the clasp with purple or black “dope” 
(available at a model airplane or hobby shop). Allow to dry. Insert 
the partial. Any area on the clasp that binds will be indicated by a 
clear spot. 


Protection of Teeth 


A. N. Spitz, D.D.S., Brooklyn, New York 


5. To prevent pain in the opposing teeth due to back-blast of the 
Airotor® adapt a piece of utility wax over the teeth. 


Wax-up for Full Crowns 


J. D. McCalmon, D.D.S., Oklahoma City, Oklahoma 


6. To allow the full cast gold crown to seat easier adapt a piece of 
1/100-inch tin foil over the occlusal portion of the die. Wax the 
crown and remove the tin foil before investing. 


technique involved; and jot down the advantages of the 
technique. This shouldn’t take ten minutes of your time. 
Turn to page 519 for a convenient form to use. 

Send your ideas to Clinical and Laboratory Suggestions 


Editor, Dentat DicEst, 708 Church Street, Evanston, 
Illinois. 
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Neurologic Diseases 
Of Aging 


It is important to examine elderly pa- 
tients who have neurologic symptoms 
with extreme care. Old persons are 
susceptible to the diseases commonly 
ascribed to young persons. A suspect- 
ed stroke may prove to be only Bell’s 
palsy. 

It is recognized that old people have 
various types of vascular accidents. 
The best known are the so-called big 
strokes involving main branches such 
as the middle cerebral, anterior cere- 
bral, and basilar arteries. These are 
for the most part thromboses, occa- 
sionally emboli, or infrequently frank 
rupture of the vessel with hemor- 
rhage. Sometimes the manifestations 
are intermittent, as when the basilar 
artery is affected and the patient has 
brief strokes. These often come and 
go. Ultimately, massive involvement 
may cause permanent paralysis or 
death. 

Sometimes a stroke produces hemi- 
plegia that affects one half of the 
body. Sometimes the other half is 
later affected to produce a bilateral 
syndrome. Along with the paralysis, 
or sometimes without paralysis of the 
extremities, there is bilateral interrup- 
tion to the cranial nerve distribution 
in pseudo-bulbar palsy. Added to the 
difficulty in speaking and swallowing, 
there is an emotional lability with un- 
warranted and uncontrollable laugh- 
ter and crying. 

“Little strokes” are common and 
so evanescent that they are frequently 
misdiagnosed. An old person is un- 
steady or has a brief dizzy spell dur- 
ing which the room turns around him. 
Close scrutiny will reveal the small 
neural signs of a generalized or local- 
ized insult to the nervous system. 
Usually a blood vessel has been im- 
plicated with a transient period of 
interference with the blood supply to 
part of the brain. These little strokes, 
repeated again and again, ultimately 
result in a large area of softening into 
which hemorrhage may occur as the 
supported diseased vessel gives way 
under the stress of increased blood 
pressure. 

The parkinsonian syndrome of old 
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age is common. The subject has trem- 
ulousness of the hands, wing-beating 
tremor, flexion posture, rigid facies, 
slow movements and a walk with little 
steps. He has great difficulty in taking 
off or putting on his coat. He appears 
to be frozen in his chair and when he 
gets up, he stands on his toes, hang- 
ing, festinating as he tries to move 
forward. Skilled movements are al- 
most impossible. 

An old person may have paraplegia 
with weakness of the muscles of the 
lower extremities, atrophy, and oc- 
casionally fasciculations of small mus- 
cles of the hands. Also not uncommon 
in old age is simple epilepsy. This 
may come on after a series of organic 
changes in the brain. Occasionally 
patients are affected with trigeminal 
neuralgia. This can be severe with a 
poor prognosis in many persons. 


Boshes, Benjamin: Neurologic and 
Psychiatric Aspects of Aging, Mod. 
Med. 26:71-79 (May 1) 1958. 


Naf Tests for Fluorides 
= 


Opposition to the use of fluorides 
in the control of caries persists. A 


search for tests and office procedures 
that can be used to determine indi- 
vidual idiosyncrasy or intolerance to 
fluorides has had indifferent resulis, 

There are no simple tests for blood 
or urinary fluorides which can he 
carried out in the office or by the 
usual clinical laboratory. Precise tesis 


‘require a high degree of chemical sk'll 


and equipment of uncommon nature. 

These tests have been applied in 
children and adults prior to the insti- 
tution of artificial fluoridation, as well 
as during long periods of properly 
fluoridated water imbibition, after 
removal from artificially fluoridated 
water supply, and in connection with 
defluoridation of waters naturally 
high in fluorides. 

In adults, on initial exposure to 
fluoridated water, the urinary fluoride 
increases in time and in proportion 
to the fluoride intake. A balance is 
reached after which the output essen- 
tially equals the intake. In growing 
children, the leveling off point is not 
reached during the growth period. 
Fluoride retention, however, remains 
within the limits of tolerance. There 
is no evidence that the quantity of 
fluorides thus entering the body leads 
to any demonstrable indications of 
harm. This statement does not apply 
to water consumption when the nat- 
ural fluoride content is excessive or 
to high industrial intakes of fluorides. 
There are no confirming reports of 
chronic fluoride poisoning from prop- 
erly fluoridated waters. 


Questions and Answers: Testing for 
Fluoride Idiosyncrasy, JAMA 166: 
1405 (March 15) 1958. 


ati Mouth Disorders of 


Older Persons 


Refractory diseases of the mouth 
often frighten old people. If such dis- 
eases are not properly treated these 
persons may become psychotic. 

Nervousness or other factors may 
give rise to complaints of a “tongue 
on fire.” Functional discomfort is of- 
ten associated with fear of cancer, 
inability to sleep or eat, and dryness 
of the mouth. Even though the saliva 
is scanty, taste and thermal sensitivity 

* (Continued on page 515) 
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are not changed. Systemic causes of 
burning tongue include sprue, perni- 
ious anemia, Plummer-Vinson syn- 
dram, and nutritional deficiencies. 

Dentures may cause allergic reac- 
lion because of basic composition or 
processing of acrylic material. Patch 
tests are done, dentures are removed 
for eight to ten days, and the mouth 
is washed four times daily with 1 part 
Amik of magnesia in 3 or 4 parts 
warm water. Acid, spicy, and irritat- 
ing foods are withheld. If the symp- 
toms disappear, dentures are tried 
again and, if definitely responsible, 
are replaced with other material. 

A shortage of one or more vita- 
mins, especially nicotinic acid, ribo- 
favin, folic acid, and pyridoxine may 
cause both stomatitis and burning 
sensations. The lips and the tongue 
feel hot and later numb and may be 
inlamed and painfully ulcerated. Lin- 
sual papillae and epithelium finally 
degenerate, so that taste and appetite 
are lost. 

With riboflavin deficiency, lips 
soon become red and the mucosa thin 
and shiny. Cheilitis with painful 
cracks appears at the corners of the 
mouth. The tongue is magenta and 
the conjunctiva reddened. Epithelial 
desquamation with seborrhea may be 
sen in the nasolabial folds and on 
alae nasi at the vestibule. 

A lack of nicctinic acid first causes 
acute punctate glossitis with promi- 
nent papillae on the tip and margins 
of the tongue. As the surface swells, 
teeth indent lateral borders. Tissue 
may also become diffusely inflamed 
and edematous, but epithelium and 
papillae eventually atrophy and the 
tongue becomes smooth and glossy in 
appearance. 

Nonatrophic pellagrous stomatitis 
may provoke far more intense pain. 
The tongue is extremely red, severely 
swollen and tender, with profuse sali- 
vation, and sometimes ulcers. Sym- 
metric dermatitis and mental disturb- 
ance is possible. 

Vitamin deficit from undereating is 
replenished by a general vitamin, 
aken at least twice daily and two 
xtra doses of the specific type need- 
ed. A potent mixture of niacinamide, 


(Continued on page 517) 
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the quiet 
SPEED 
HANDPIECE 


Turbo-Jet’s extremely quiet operation (even quieter than your 
regular handpiece) has changed the average patient's appre- 
hension to enjoyment and delight. This is just one of the many 
reasons why Turbo-Jet is the popular choice of General Prac- 
titioner and Specialist, alike. 


Turbo-Jet’s engineered torque, with complete tactile control, per- 
mits the use of every disc, every wheel, every cylinder and carbide 
the Dentist would normally use in his pro- 
cedures for restorative dentistry (this in- 
cludes short shank diamond points de- 
signed especially for children’s dentistry). 


And Turbo-Jet’s compact portability pro- 
vides unmatched convenience as it is 
readily wheeled from operatory to opera- 
tory and positioned to allow the dentist 
the highest degree of operating efficiency 
when in use, then pushed to any out-of- 
the-way spot (only occupies 2 sq. ff.) 
when not in use. 


Quick Release Chuck .. . No Installation Cost ... Low 
Maintenance .. . Built-In Spray . . . Optimum speed are 
other advantages discussed in FREE Booklet “The Inside 
Story of High Speed’. Send for your copy. 


*U.S. Pat. Nos, BOWEN & COMPANY, Inc, 


Sari tae MAIL P.O. BOX 5818, Bethesda 14, Md. 
2,895,738 Please send me without obligation your 
TODAY / | Booklet. 
Guaranteed by | Dr. 
| 
BOWEN & COMPANY, Inc. | “2 
BETHESDA 14, Mp. | 
DD-1159 
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... when brushing ts painful 
and poor mouth hygiene results 


...when acid fruits | 
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Tooth Paste... for hypersensitive teeth 
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The most recent report! on Thermodent, in 
which 74 patients were studied, states that 
77% realized moderate to complete relief of 
hypersensitivity. In increasing numbers, pa- 
tients who formerly could be treated only occa- 
sionally now enjoy continuous relief through 


Promoted only to the dental profession, Thermodent is available in 2-oz. tubes at all pharmacie 


1. Abel, I.: Oral Surg. 11:491 (May) 1958. 


Shes. Leeming Gg Go. Suc. 155 East 44th St., New York 17, N.Y. vari 
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routine brushing with this ‘‘at-home” adjunei 
to office therapy. Not only can they tolerate hot 
and cold food and drink in comfort, but dail} 
brushing without pain is once again possible 
Regular use of Thermodent also helps to ove 
come the discomfort of dental instrumentatio! 
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pyridoxine, and riboflavin may be 
rapidly effective. 

Geographic tongue is frightening 
rather than harmful. It is generally 
related to a nervous temperament or 
periods of strain. Small patches with 
a smooth glistening surface and defi- 
nite margins come and go without 
warning anywhere on the tongue, 
though commonly on the anterior 
two thirds. Here, as in dealing with 
other conditions in older patients, 
tranquilizing drugs may be useful. 


Epsteen, Casper M.: Chronic Re- 
fractory Mouth Disorders in the Aged, 
M. Clin. North America 42:481-487 
(March) 1958. 


Usually there is no apparent cause 
for Bell’s palsy. Unilateral facial par- 
alysis, however, of lower motor neu- 
ron type may be due to a suppurative, 
traumatic, or neoplastic lesion. Idio- 
pathic Bell’s palsy probably results 
from neurovascular dysfunction. 

It is believed that autonomic nerv- 
ous system control of the vasa nerv- 
oum supplying the facial nerve is 
impaired. Spasm of the tiny blood 
vessels diminishes the blood supply 
to the nerve. If long continued, the 
condition may lead to thrombosis. 
Edema compresses the nerve in the 
unyielding bony canal in the temporal 
bone. 

This neurovascular theory is com- 
patible with sudden onset of Bell’s 
palsy. Spasm may be caused by ex- 
posure to cold air, which is sometimes 
a precipitating factor. The degree and 
duration of vascular occlusion prob- 
ably regulate the severity of paralysis. 
Complete and long-lasting ischemia, 
as with thrombosis, is most likely to 
produce permanent nerve damage. 

If spasm is the only disorder and 
is relieved soon after onset of paral- 
ysis, recovery may begin almost at 
once. If thrombosis supervenes, ther- 
apy with vasodilators is unsuccessful 
and recovery does not occur quickly. 

Facial exercises five minutes every 
hour are indicated for muscular weak- 
ness. The patient should contract 
Various muscles while facing a mirror 


Bell’s Palsy 


NOVEM ER 1959 


and holding his hand on the midline 
of the forehead or face to prevent 
undue pull by the stronger muscles 
of the unaffected side. 

Physiotherapy will be adequate for 
80 per cent of patients with complete 
Bell’s palsy. Frequently, therapy is 
required for weeks. Since the prog- 
nosis cannot be determined by electro- 
myographic examination or other 
tests, all patients should be treated as 
if spontaneous recovery will not en- 
sue. Emergency treatment is advisable 
because the sooner spasm is relieved, 
the less likely are thrombosis and 
permanent damage to occur. 

Cervical block is repeated at inter- 
vals of one to two days and then, 
after motion begins to return, once 
or twice a week until appreciable re- 
covery is noted. This method of treat- 
ment should be abandoned if im- 
provement is not apparent after 3 or 
4 injections. 

Decompression by removal of the 
vertical portion of the facial canal 
may be advisable three to four weeks 
after onset of paralysis if sympathetic 
block and corticosteroid therapy have 
been ineffective, complete degenera- 
tion exists, electromyographic exam- 
ination demonstrates extreme dys- 
function, or paralysis is recurrent. 
Recovery is seldom complete, however. 


Korkis, F. Boyes: Bell’s Palsy, Med. 
Press 238 :401-404. (December) 1957. 


Iron Deficiency 


Probably the commonest blood dis- 
order in the world is iron-deficiency 
anemia. In the United States, the in- 
cidence is about equal to that of sim- 
ple chronic anemia. Women account 
for 90 per cent of cases. Usually, only 
a well-stained blood film is needed 
for diagnosis. 

The symptomatology is the same as 
for other forms of anemia. These 
symptoms are pallor, easy fatigability, 
irritability, weakness, dyspnea, palpi- 
tation, giddiness or syncope, anorexia, 
flatulence, constipation, and menstrual 
abnormalities varying from amenor- 
rhea to menorrhagia. The physical 
findings are nonspecift. except for the 
nail changes. These begin as thinning 


and brittleness and progress to longi- 
tudinal ridging and flattening, finallv 
to koilonychia, or spoon nail. 

The most frequent cause of iron 
deficiency anemia is excessive men- 
strual flow. Morning sickness of early 
pregnancy may interfere with normal 
dietary iron intake. Also drinking in- 
creased amounts of milk may reduce 
absorption of iron by formation of 
insoluble phosphates. During the last 
trimester, 300 to 500 milligrams is 
transferred through the placenta to 


(Continued on page 519) 
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COMPLETELY REMOVES STUBBORN 
ZINC OXIDE-EUGENOL TYPE CEMENT AND PASTE 
RESTORATIONS, 
ACRYLIC SPLINTS, ETC. 


@ SAVES TIME AND LABOR 
Merely soak Acrylic splints, 
jacket crowns, inlays, bridges, 
etc. in Jel-Sol for 15 minutes at 
approx. 160°F. and clean. with 
tap water. No Picking No 
Chipping! 


EFFICIENT... GENTLE. 
HARMLESS 
Whil , tho 
porcelain or gold. 


@ ALSO JEL-SOL IS IDEAL FOR: 
Removing zinc oxide- — 
paste from instruments, 
and stone models. 

Get the newest, most rev 
tionary dental ee tim 


4 


J. F. JELENKO & CO., INC. 
Dept. E—136 West 52nd Street 
New York 19, N. Y. 


Please send me quart(s) Jel-Sol at 
$4.50 each and bill me through my dealer. 
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the fetus. Delivery and postpartum 
losses are another 50 to 100 milli- 
grams. Additional iron, either in food 
or in supplements, is needed in 
amount of 1 to 2 milligrams daily. 

Hemorrhage is almost invariably 
the cause of iron-deficiency in adult 
males. Suspicion is properly focused 
on the gastrointestinal tract. Varices, 
ulcers, neoplasms, or mucosal ulcera- 
tions due to hiatus hernia are most 
commonly implicated. Because hem- 
orrhage is often intermittent, blood 
may not be noted in a single or even 
several stool examinations. As much 
as 30 cubic centimeters can be lost 
daily without producing a positive 
guaiac test. 

By far the most important part of 
treatment is to recognize the cause of 
blood loss and to stop it. Preparations 
advertised. as panaceas for all types 
of anemia, containing minerals, vita- 
mins, liver extracts, and intrinsic fac- 
tor, are expensive and, for simple 
iron-deficiency anemia, unnecessary. 
Ferrous sulfate and gluconate, among 
the least expensive iron salts, have 
repeatedly proved effective. The aver- 
age course is 0.2 to 0.3 grams four 
times daily, after meals and at bed- 
time, for six or seven weeks. Gastro- 
intestinal irritation may be avoided 
by starting the administration with ] 
tablet daily and building up to 4. 

Failure of therapy may be due to 
incorrect diagnosis, blood loss con- 
tinuing at a greater rate than hemo- 
globin regeneration, superimposed 
infection, cancer, inflammation, or 
uremia preventing utilization of iron, 
failure of the patient to take the med- 
ication as prescribed, and defective 
absorption of oral iron, necessitating 
parenteral administration. 


Brown, Elmer B.: The Management 
of Iron Deficiency Anemia, Gen. Prac- 
titioner 17 :87-94 (January) 1958. 
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CLINICAL AND LABORATORY SUGGESTIONS 
(See pages 510 and 511) 


Form to be Used by Contributors 


To: Clinical and Laboratory Suggestions Editor 


DENTAL DIGEST 
708 Church Street 


Evanston, Illinois 


From: 


Subject: 


Explanation of Procedure: 


Sketch: 


Suggestion submitted cannot be acknowledged or returned. 


$10 will be paid on publication for each suggestion that is used. 
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DWG. A: Contact too 
| broad occluso-gingivally. 


DWG. B: Bucco-lingual 
contact area too broad. 


DWG. C: Bucco-lingual 
contact area normal. 


NEY COMPANY 


HARTFORD, CONNECTICUT 


Contact areas 


These drawings of two bicuspids, one 
mesio-distal section and two occlusal 
views, are used to illustrate certain 
common contact problems. 


In Drawing A of the mesio-distal sec- 
tion, for example, the contact is too 
broad in the occluso-gingival dimen- 
sion, and stringy foods are apt to be 
caught and held. 


The occlusal view in Drawing B 
shows a broad bucco-lingual contact 
area that prevents food from scouring 
the embrasures as it would, for ex- 
ample, in Drawing C where the con- 
tact is a normal one. 


Drawing C, showing the normal con- 
tact area, obviously allows food to 
sweep into the embrasures which are 
so shaped as to provide a sluice-way 
effect with resulting tissue stimulation 
and self-cleansing action. 


(Prepared under the direction of 
competent dental authority.) 


sAY NEY 


BEFORE YOU SAY 


Permanent Records Are Important... 


Do you have a permanent record of the 
mouth of each of your patients? This type 
of record is tremendously important, and 
easy to accomplish. Use the Ryan Treat- 
ment and Examination Chart as illustrated 
here. It is being widely used and is ac- 
claimed the most practical chart for record 
purposes. Use it on one case ... and you 
will want to use it on every case. The 
coupon is for your convenience. 


Dental Diges 
1005 Laberty Reis Pittsburgh 22, Pa. 


Here is $1.50 for a _ of 50 Ryan Ex- 
amination and Treatment Record Charts. 


Dr. 


Dental Publicity: 
Good and not so Good 


WHEN Mr. Khrushchev came to town 
during the Centennial Session of the 
American Dental Association in New 
York it was expected that the public 
would be unaware that a dental con- 
vention was in progress. Quite the 
contrary. Mr. K was the object that 
gave the meeting the biggest publicity 
spread that any dental convention 
ever had. It came quite by accident. 

The Mayor of New York wanted 
to entertain Mr. K. The Mayor 
thought that a decree from him and 
a demand for the Waldorf-Astoria 
ballroom that was held by the Ameri- 
can Dental Association would be 
taken as an order for the dentists to 
vacate. Dentists are not awed nor do 
they scare easily—especially by poli- 
ticians. 

The President of the American 
Dental Association (Percy T. Phil- 
lips) told Mayor Wagner, the man- 
agement of the Waldorf-Astoria, the 
State Department, that the dental as- 
sociation had a contract that the asso- 
ciation had no intention to relinquish 
despite pressures of any kind or from 
any place. There were also such legal 
devices as injunctions and suits for 
breach of contract. If Wagner wanted 
to entertain Mr. K he could do so in 
another hotel. And that he was com- 
pelled to do. 

Although President Phillips showed 
his courage he was given a valuable 
assist by Vice President Richard M. 
Nixon. Mr. Nixon observed: “Al 
though the Russians got to the moon 
first the dentists got to the ballroom 
first.” This quip was picked up by 
the press associations and the radio 
and television networks. It was blown 

(Continued on page 522) 
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Analgesia with a plus 


In Oral Surgery 


meperidine-promethazine combined 


Promethazine Hydrochloride and Meperidine Hydrochloride, Wyeth 


MEPERGAN is indicated in endodontic, periodontic, and virtually all oral surgery. It may be used 
as an adjunct to local anesthesia or as premedication for general anesthesia. MEPERGAN is appro- 

priate both for the patient requiring several simple procedures in one session and for the patient 
d requiring more extensive work. 


e Provides analgesia plus sedative, amnesic, e Permits smaller doses of general anes- 
antiemetic, antihistaminic, and potentiat- thetics 
ing actions 

. | e Permits smaller doses of narcotic anal- 

li- e Produces analgesia reported to be twice as gesics by promethazine potentiation 
great as that of its meperidine content 


e Reduces alterations in vital functions by 
il- e Provides safe basal anesthesia reducing need for depressant agents 


he *Trademark 


M. Available in TUBEx® disposable sterile-needle units 
Al- Also available in multiple-dose vials 


® 
Philadelphia 1, Pa. 
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MICROSCOPIC ACCURACY 
MEASUREMENTS, CALCULATION 
ERRORS ELIMINATED 
WORK TIME CUT 50% 


ENODON: GAGE 


for root canal work 


This scientific instrument tells you where file 
tip is at all times. Prevents danger of being 
short of, or going through apex. No more 
concern over reamers and files of varying 
lengths. Successive files and reamers are set 
from same gage setting. Complete canal 
filling is as easy as partial. Gage makes 
possible treating 3 canals simultaneously. 
Also assures more accurate medication and 
coagulation. Only $15.00. 


THE ENODON®C RACK 
..-gives you 48 reamers at your finger 
tips numbered for quick finding and re- 
placement. 


Order from your Dealer. 
YOUNG DENTAL MFG. CO. 
4958-D Suburban Tracks 
St. Louis 8, Mo. 


Treatment of 


Aphthous 
Stomatitis 


A chance observation several years 
ago has seemingly resulted in the 
discovery of an effective treatment 
for aphthous stomatitis. 

At that time several patients were 
seen who were suffering from diar- 
rhea due to broad-spectrum anti- 
biotic therapy. In several cases 
Lactobacillus suspension (Lacti- 
nex®) was used in tablet form. Al- 
though not always effective in con- 
trolling the diarrhea, in two cases 
of severe aphthous stomatitis oral 
lesions were dramatically 
proved. 

A small group of patients suffer- 
ing from aphthous stomatitis have 
since been successfully treated with 
Lactinex. 

From The Treatment of Aph- 
thous Stomatitis with Lactobacillus 
Tablets, by Don J. Weekes, New 
York State Journal Medicine (Aug. 
1) 1958 in Current Medical Digest 
25:156 (Oct.) 1958. 


im- 
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into a story with national coverage. 

This was a story that public rela- 
tions men dream about as the perfect 
one: An American professional or- 
ganization was celebrating a Centen- 
nial, the association is made up of 
earnest people dedicated to the public 
welfare, the meeting had been planned 
for four years, hundreds of dentists 
were in attendance from throughout 
the world. Everything was going ac- 
cording to plan and schedule when 
Mr. K was invited to visit the United 
States. The Mayor of New York, who 
seems atrophic in public relations 
sensitivity, thought he would oust the 
dentists from their meeting rooms by 
ukase. He couldn’t and didn’t. 

The New York Daily News in an 
editorial “Our Dauntless Dentists” 
gave the dental profession a healthy 
slap on the back and a swift jab on 
the backside to Wagner: 

“The dentists are being cheered 
from sunny California to the rock- 
bound coast of Maine, and we think 
deservedly so. They showed Khrush- 
chev (assuming the story ever gets 
through to him) that Americans, un- 
like Russians, can’t be pushed around 
by their politicians. 

“As for the Mayor, it seems a bit 
inconsistent for him to be so hospit- 
able to Khrushchev after the resound- 
ing City Hall snub of King Saud of 
Saudi Arabia early in 1957, because 
of Saud’s anti-Semitism. 

“Khrushchev is anti-Semitic, anti- 
Catholic, anti-Protestant, and anti 
everything else except Communism.” 

Not all the dental organizations that 
met at New York during the Centen- 
nial Session fared as well in publicity 
as did the American Dental Associa- 
tion. | 

The American College of Dentists 
planned a_ public meeting before 
which former President Hoover was 
scheduled to speak. Mr. Hoover did 
not appear, to the disappointment of 
the dentists who had come to hear 
him. The New York Times, not usual- 
ly disposed to ridicule in its news 
columns, jabbed the American College 
of Dentists for the trapping of pa- 
geantry: 

“The stage was transformed into 
what might have been a courtroom 
for the trial of Joan of Arc. There was 


a central throne, decked in gold and 
draped in scarlet. An arc of lesser 
chairs maintained the pattern. 

“No one was condemned—but 182 
new fellows were inducted. All wore 
motarboards and academic robes 
trimmed with scarlet and lavender.” 


Man on the Moon 

The attitude of most people is that 
we have plenty of problems to con- 
quer here on earth without flying off 
to the moon to look for others. Mod. 
ern Medicine reports that people 
would prefer to spend their tax money 
to conquer the diseases of earthbound 
folk: 

“Americans would rather spend 
money for medical research than put 
the first man on the moon. The Uni- 
versity of Michigan Survey Research 
Center for the National Association 
of Science Writers and New York 
University report that, if money were 
available for only one scientific proj- 
ect 54 per cent of Americans favor 
medical research, 32 per cent would 
back new approaches to juvenile de- 
linquency, 7 per cent are for basic 
research in such sciences as chemistry 
and physics, and only 3 per cent pre- 
fer putting a man on the moon.” 


Down With “Dentalwork” 

If there were a Dental Index Ex- 
purgatorius one expression that | 
would nominate for dubious top hon- 
or would be “dentalwork:” “She is 
having some dentalwork done,” or 
“His dentalwork was quite costly.” 

The noun dentalwork is not includ- 
ed in the latest edition of Webster's 
New International Dictionary. Thank 
soodness! 

“Work” when used as a noun to 
describe a thing produced by effort. 
toil or exertion (and “dentalwork” 
may be just that) is proper usage. My 
quarrel with “dentalwork” is that it 
degrades rather than elevates the 
achievements of the dentist. A pro- 
fessional man performs a service; he 
does not (or at least should not) sell 
a product. “Dentalwork” is a vestige 
of the days when dentists sold “fill 
ings,” “plates,” and “pulled teeth” at 
a list price. “Dentalwork” was whal 


(Continued on page 525) 
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the quack displayed in a glass case in 
front of his office or sold in newspaper 
advertising or with handbills. To the 
dentists who have entered the profes- 
sion in the last 20 years these are 
historical sidelights. The present-day 
dentist will do well to drop all the 
expressions that went with that era. 

There is much talk about commu- 
nications techniques and semantics. 
Both these fields are concerned with 
words and their meanings. Words 
have both overtones and undertones 
of significance; nuances, “slight or 
delicate variation in tone, color, or 
meaning.” Words stimulate toward 
favorable action or repel and raise 
unfavorable emotions. “The pen is 
mightier than the sword” is certainly 
amuch abused and exaggerated state- 
ment. The essence of the expression 
suggests that words, whether written 
or spoken, have profound affects on 
the thoughts, actions, and value judge- 
ments of people. Words are tools that 
we should use with exactness. 

“Communication involves the use 
of a set of symbols organized as lan- 
guage. The manner in which this or- 
ganization is effected is culturally 
directed, which means that language 
is molded and formed by and becomes 
amirror giving back an image of the 
culture. But in addition, language is 
a conditioning and limiting set of 
patterns or screens which determine 
how reality is observed and described. 
It prescribes ‘the forms and categories 
by which the personality not only 
communicates, but also analyzes na- 
ture, notices or neglects types of re- 
lationship and phenomena, channels 
his reasoning and builds the house 
of his consciousness.’ ” (Whorf, as 
quoted in /nternational Journal of 
Health Education.) 

Dental treatment and dental service 
are better and more descriptive ex- 
pressions to describe the skills of 
dentists than is the decadent and de- 
grading “dentalwork.” 


—E.J.R. 
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STATEMENT OF THE OWNERSHIP, MANAGE- 
MENT, CIRCULATION, ETC., REQUIRED BY 
THE ACT OF CONGRESS, OF AUGUST 24, 1912. 

Of Dental Digest, published monthly at Pittsburgh. 
Pa. for October 1, 1959. 
State of Pennsylvania, 
County of Allegheny, 

8s. 


Before me, a Notary Public in and for the State 
and county aforesaid, personally appeared R. C. 
Ketterer, who, having been = sworn according to 
law, deposes and says that he is the Vice President of 
the Dental Digest, and that the following is, to the best 
of his knowledge and belief, a true statement of the 
ownership, management, ete., of the aforesaid publica- 
tion for the date shown in the above caption, re- 
quired by the Act of August 24, 1912, embodied in 
Section 411, Postal Laws and Regulations, printed on 
the reverse side of this form, to wit: 

and editor, are: Edito J. B.S., .D.S 
708 Church Street, Ill. ; “Publisher, M. 
Massol, 1005 Liberty Ave., Pittsburgh, Pa.; Manag- 
ing Editor: None; Business Manager, R. C. Ketterer, 
1005 Liberty Ave., Pittsburgh, Pa. 

2. That the owners are: Dental Digest, Inec., 1005 
Liberty Ave., Pittsburgh, Pa.; Oral Hygiene, Inc., 
1005 Liberty Ave., Pittsburgh, Pa.; M. B. Massol, 
1005 Liberty Ave., Pittsburgh, Pa.; Lynn A. Smith, 


1005 Liberty Ave., Pittsburgh, Pa.; R. C. Ketterer, 
1005 Liberty Ave., Pittsburgh, Pa. 

3. That the known bondholders, mortgagees, and 
other security holders owning or holding 1 per cent 
or more of total amount of bonds, mortgages, or other 
securities are: None. 

4. That the two paragraphs above giving the names 
of the owners, stockholders and security holders, if 
any, contain not only the list of stockholders and 
security holders as they appear upon the books of 
the company but also, in cases where the stockholder 
or security holder appears upon the books of the 
company as trustee or in any other fiduciary relation 
the name of the person or corporation for whom such 
trustee is acting, is given; also that the said two 
paragraphs contain statements embracing affiant’s full 
knowledge and belief as to the circumstances and 
conditions under which stockholders and security: holders 
who do not appear upon the books of the company as 
trustees, hold stock and securities in a capacity other 
than that of a bona fide owner; and this affiant has 
no record to believe that any other person, association, 
or corporation has any interest direct or indirect in 
the said stocks, bonds or other securities than as so 


stated by him. 
(Signed) R. C. 
ce en 
to and subscribed before me this Ist day of 


Sworn 
October, 1959. 
(Seal) N. M. Gaertner, Notary Public. 
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See second cover D.D.11 


UNIvERSAL DENTAL Co. 
48TH aT Brown Sts., PHILADELPHIA 39, PA. 


Please send Univac Mold Chart.. 


Dr. 


Address 


City 


See pages 481, 482, 483, 484 D.D.11 


PROFESSIONAL SERVICE DEPARTMENT 
P.O. Box 8299, PA. 


Please send booklet, Drugs of Choice in 
Dental Practice. 


Address - 


City 


See page 485 D.D.11 


W. B. Saunpers Co. 
W. WasuincTon SqQ., PHILADELPHIA 5, Pa. 


Please send for 30-day examination: 


Sutherland—Synopsis of Pharmacolo- 


gy $4.00 
Schwartz—Dis. of the Tempor dibular 

Joint $15.00 
Applegate—Remov. Partial Dental 

Prosthesis $14.00 


Brecker—Occlusal Rehabilitation _ $16.00 


The Dental Clinics of North America 
(Beginning Nov.) $14.00 


Kilpatrick—High Speed Equipment _ $8.50 


Dr. 


Address 


City 


See page 486 D.D.11 


JEcTRON Co. 
1009 Jackson ToLepo 1, Onto 


Please send data on Jectron dentures. 
Dr. 
Address 


City 


326 


Actual size 7%" 


What Every Parent Should Know= 


about his child’s teeth 


The first tooth is a family triumph! 
. . . Every succeeding tooth, to the 
total of 52, should be of major interest 
to parents .. . Show parents on a 
dynamic time-wheel what teeth should 
appear where and at what time. 

TootH ErRupTiON CALCULATOR 
shows the dental development from 
birth to adulthood —when all the 
teeth are due for appearance in the 
mouth. 

Although there are 44 separate 
views of the child’s mouth on this 
chart, parents will not find it confus- 
ing, for only the two (or four—in 


the case of mixed dentition) which 
apply to a certain age level are visible 
at one time. The dials (one on each 
side of the two-sided chart) rotate 
to show upper and lower teeth 
through 14 stages of development. 

Every dentist and physician will 
want the TootH Eruption CAL- 
CULATOR in his office to demonstrate 
tooth development to the parents of 
children. 

Every dentist and physician will al- 
so want the TootH Eruption CaAt- 
CULATOR to give to parents for home- 
use and patient education. 


Dental Digest 


' 

; 1005 Liberty Ave., 

Pittsburgh 22, Pa. 

; Please send me ...... CALCULATORS 
I enclose $ Bill through dealer 


TOOTH ERUPTION CALCULATOR in COLOR, $1.00 each, 6 for $5.00 


Dealer 


See page 488 D.D.11 


PETER, StronG & Co., INC. 
207 E. 37TH St., NEw Yorxk 16, N.Y. 


Please send further information about 
Laclede odor control therapy. 


Dr. 
Address 


See page 513 D.D.11 


THE L. D. CAULK Co. 
DEL. 


Please send information on Jeltrate. 
City 


| 


See page 514 D.D.1 


AUSTENAL, INC. 
5101 Sourn KEELER AvE., Cuicaco 32, ILL. 


Please send name of nearest Vitallium 
laboratory. 


City 


See page 515 D.D.11 


BoweEN & Co., INC. 
Box 5818, Beruespa 14, Mp. 


Please send me your FREE booklet. 


Dr. 
Address 
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